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EXECUTIVE SUMMARY 
 

Patients seek care from a large number and wide variety of providers, settings, and locations. The amount 

of information patients bring into and take away from their “doctors’ appointments,” scheduled or not, is 

increasingly robust and complex and rarely “packaged” for easy transfer from one encounter to the next. 

For patients, their families, and their care providers, sifting through complex and disparate diagnostic, and 

therapeutic information to agree on a unified plan of care is problematic. At the least, we waste time 

trying to decide what is important and actionable. At the worst, we fail to execute transitions of care 

successfully, and then we increase costs, diminish quality, and increase the likelihood for adverse 

outcomes. 
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Who says transition of care is a problem we should solve? The Joint Commission has publicly recognized 

that an inability to effectively transfer information and accountability is a primary factor in sentinel 

events. The World Health Organization has made it a high priority for its patient safety initiatives. The 

Centers for Medicare & Medicaid Services has established a Community-based Care Transitions 

Program. The Accreditation Council for Graduate Medical Education has established effective 

communication during these transitions as a requirement of residency training. 

 

Effective transitions-of-care programs are not uniformly in place in our emergency departments, nor are 

we generally taught how to establish them. There are pockets of success, but there are more instances of 

failed communication. Emergency departments are complex environments, and pathways for efficient 

information transfer and patient handoffs must reflect our circumstances. Obtaining past medical and 

surgical history and medication profiles for patients who present to emergency departments for episodic 

care, for example, will require additional effort from physicians, skilled nursing facilities, and the patients 

themselves. Within the department, where the environment and flow are not naturally conducive to good 

transitions, structure and consistency are critical to maintaining safety in the numerous handoffs that 

occur during a patient’s stay. And as patients transition from the emergency department to the hospital or 

to the primary care outpatient setting, coordination of information and access pose unique problems. 

 

Despite these barriers, the emergency department has an important, in fact pivotal, role in transitions of 

care and can enhance its value to the system by implementing more successful transition programs. As the 

emphasis and oversight of quality and cost increase, successful coordination of patients’ journeys through 

the health care system will help advance the triple aim of better population health, better patient 

experiences, and reduced cost to the system. 

 

To achieve this goal, the Transitions of Care Task Force makes the following recommendations: 

1. Improve residency training and continuing professional development for emergency physicians on 

the importance of handoffs in effective transitions of care. 

2. Enhance and promote training and education for all emergency department personnel regarding the 

importance of transitions of care and how to implement effective policies and procedures. 

3. Assess provider performance, especially that of residents, with appropriate feedback, and provide 

training in communication skills as necessary. 

4. Work with emergency department information system vendors to produce transition support tools. 

5. Identify strategies that make handoffs successful, and use them to establish goals for emergency 

departments. 

6. Identify the components of a minimum data set for all transitions. 

7. Work with the Society of Hospital Medicine to hardwire the handoffs between the emergency 

department and the hospitalists. 

8. Evaluate tools currently used to guide emergency department handoffs, identifying the assessment 

tool or guidelines used. 

9. Develop a web-based toolkit that includes resources, assessment and support tools, and best 

practices. 

10. Promote widespread adoption of immunization programs for all, and screening programs for drug 

and alcohol abuse and domestic violence. 

11. Develop education resources on palliative care in the emergency department to enhance knowledge 

and increase the number of emergency department-based palliative care programs. 

12. Seek funding for effective emergency department-based transition programs. 

Consider developing measures that quantify effective transitions. 

13. Solicit research to determine the effectiveness of transitions of care programs on patient outcomes, 

especially related to emergency department revisits for the same condition and hospital 

readmissions. 
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Abbreviations used in this report 

ACGME Accreditation Council for Graduate Medical Education 

ACO Accountable care organization 

AHRQ Agency for Healthcare Research and Quality 

AIDS Acquired immune deficiency syndrome 

BMI Body mass index 

CMS Centers for Medicare & Medicaid Services 

CORD Council of Residency Directors 

ECG Electrocardiogram 

EMR Electronic medical record 

EMS Emergency medical services 

EOL End of life 

HIV Human immunodeficiency virus 

ICU Intensive care unit 

NEMSIS National EMS Information System 

NTOCC National Transitions of Care Coalition 

PCP Primary care physician 

SAEM Society for Academic Emergency Medicine 

SNF Skilled nursing facility 

Tdap  Tetanus, diphtheria toxoid, and acellular pertussis 

TJC The Joint Commission 

TOC Transitions of care 

WHO World Health Organization 

 

PREHOSPITAL TO EMERGENCY DEPARTMENT TRANSITIONS 
 

Emergency physicians have little (if any) direct control over the information that accompanies patients 

who arrive from different points of care. In many cases, the information is whatever was deemed relevant 

by an EMS agency, staff at a SNF, another provider, or a family member. 

 

Still, the emergency department can have a positive impact on the effectiveness of the care it delivers by 

educating providers and the public as to the key information that will facilitate a patient’s course and 

continuity of care. Emergency physicians can and should advocate for community-wide transition 

processes with all regular stakeholders who are likely to direct patients to the emergency department, 

including family members and other caretakers.  Patients are better served when providers have up-to-

date information on their health status and when they can comply with an intended plan of care, avoid 

incompatible medications, and prevent redundant procedures and unnecessary readmissions. This 

becomes even more important as primary practitioners and ACOs become more commonly accountable 

for cost-effective management. 

 

Is there a dataset of core medical information that should accompany any patient to any entry point in the 

health care system? Efforts to answer this question were spawned by the increasing mobility of patients 

and an increasingly diverse medical community in which patients are likely to encounter multiple 

providers, often with little advance notice. Our specialty is well advised to define a core minimum dataset 

that it would expect to receive from key providers responsible for a patient’s overall care and that might 

even remain in the patient’s possession (eg, a smart card, USB key, or chip). A sample dataset for 

emergency department use is shown in Table 1, and could apply to a patient’s primary care provider, 

SNF, or base hospital. Some of this information might also be available to EMS providers and home 

health or other personal caregivers. Finally, emergency departments should develop standard information 

collection templates to ensure that they capture key data (Table 2) about patients before they arrive. These 
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templates should be designed for use during conversations with EMS crews, staff at other facilities, other 

providers, and even family members and other caregivers.  

 

Table 1. Core Patient Data 

Demographics 

 

 

Name 

 

 

Date of birth 

 

Place of birth 

 

Current address 

Contacts 

  

 

Next of kin 

 

Person with Healthcare Power of Attorney 

PCP 

  

 

Name 

 

 

Telephone - 24 hour 

 

Address 

 Other regular providers (Oncologist, Cardiologist, Home Health 

Agency) 

   Primary hospital relationship 

 

Name 

 

 

Location 

 Medical 

  

 

Allergies 

 
   

 

Medical diagnoses/conditions 

  

Current problems 

  

Past Surgeries 

   

 

Baseline mental status 

   

 

Key disabilities/deficits 

   

 

Medications and treatments 

  

Condition for which indicated 

  

Home O2, pacemaker, CPAP, etc) 

 

Recent hospitalizations - location and diagnosis 

   

 

Most recent EKG - image or report 

   

 

Vaccination status 

   

 

Most recent diagnostics - blood tests/imaging, etc 

   Social 

  

 

Key dependencies 

 

Clinically relevant substance use 

   Advanced directives 

 Table 2. Expected Patient Data Elements 

Age 

 Acute complaint/problem 
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 Active medical problems 

 Recent relevant diagnostics 

 Relevant related issues - social; disabilities, etc 

 

Advance Directives 

The importance of transferring advance directives to EMS and emergency department personnel cannot 

be overemphasized. The documents should be with the patient at all times and readily available within the 

patient’s medical record. 

 

Primary Care Practitioners 

Primary practitioners should have all the key information regarding a patient’s health care and should be 

expected to maintain the full core dataset defined in Table 1. Ideally, this “package” of information would 

accompany the patient or be sent ahead when the patient is dispatched to the emergency department. It 

should be obtainable 24 hours a day from the primary practice or, in the most integrated systems, by 

secure access to the primary practice’s electronic record system. The exchange of data electronically 

should be a point of discussion within health care systems and ACOs as they enhance their EMRs. In 

addition, to embrace the concept of accountable care, all physicians who are taking call for a practice 

should be able to access a comprehensive patient record at any time of day. 

 

Skilled Nursing Facilities 

For long-term residents, SNFs generally provide primary care under the direction of a supervising 

physician; they should be expected to maintain comprehensive records. For short-term residents, most of 

whom have been recently hospitalized, the SNF should have a recent summary of care (Table 3). As a 

group, SNFs are not as advanced as other health care entities in moving to EMRs, so updating, printing, 

and transmitting comprehensive summaries can pose a challenge. 

 

Table 3. Skilled Nursing Facility - Specific data elements 

SNF contact information 

  

 

Sending nurse/Unit/Contact information 

  PCP with contact information 

  Next of kin/guardian with contact information 

  Main hospital relationship  

  Acute complaint/problem and summary of recent medical care 

  Most recent hospitalization 

 

Location 

 

Date 

 

Diagnosis 

 

Major procedures 

  Function 

 

 

Baseline mental status 

 

Language  ability 
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Activities of daily living/impairments 

 

Prostheses/special equipment 

 

Special needs 

  Advance directives 

 

In addition to core medical data, the “package” of information for the emergency department should 

include results of all recent tests and radiology studies, vaccination status, baseline mental status, a clear 

reason for transfer to the hospital, medication records, and contact information for caregivers. Discussion 

of advance directives is standard practice in many SNFs and a requirement in some jurisdictions. Transfer 

documents should always indicate whether an advance directive is in effect (or not), and copies of legal 

documents should accompany the patient on any transfer. 

 

Many SNFs have a templated transfer form. Some communities have even adopted standardized forms. 

Unless the patient’s condition is too unstable, every effort should be made to arrange transfer to the 

hospital that is most familiar with the patient or that has most recently provided treatment for the patient’s 

most serious problems (eg, postoperative care). 

 

And as is the case with all transitions, a care provider (eg, physician, PA, NP) who has knowledge of the 

patient’s medical history should be involved. 

 

Home Health Care  

Agencies or individuals who provide home health care should maintain comprehensive problem and 

medication lists. Agencies should have complete records of recent care and are appropriate repositories 

for core medical data. An individual provider who requests transfer to an emergency department should 

provide a concise summary of the current problem and whatever core information is in his or her 

possession. Agencies should be reachable on a 24 hours a day and have access to core data to share with 

emergency personnel as needed. 

 

EMS 

EMS providers have a critical role in gathering and transferring essential information to emergency 

departments, and their training must emphasize careful acquisition and documentation of data despite 

often-hurried circumstances. As many patients transported by ambulance are acutely and often critically 

ill, emergency department personnel must receive complete information about the patient’s status and 

care delivered en route. In particular, they need information that was available only to the EMS crew, 

including a patient’s living and social conditions (including indications of abuse or neglect), accident 

circumstances, key contacts, witnesses to events, and medication and problem lists. If one is available, a 

copy of a patient’s complete medication list should accompany the patient or if not, the medications 

themselves, The NEMSIS initiative defines a standardized dataset that, among other things, covers key 

demographic and medical background information of importance to emergency practitioners.  

 

EMS records have become increasingly digitized and multimodal (ie, rhythm, oximetry, 12-lead ECG, 

capnography) and are rich sources of information. Ironically, many systems are challenged to deliver all 

the information acquired in real time to the receiving emergency department as compared with providing 

a simple written record. Consistent with ACEP policy, all information from prehospital EMS transports 

should be imparted to the emergency department for real-time review and use, whether in print or 

electronically. This can be accomplished by equipping emergency departments with docking 

stations/printers compatible with EMS computers or by fully enabled electronic transfer to the 

department’s EMR system. 
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When circumstances suggest that advance directives are in effect, EMS personnel should ask if a 

document is available and whether a copy can be transported with the patient. EMS agencies should 

recognize their role in continuity of care and cost-effective use of health care resources, and crews should 

attempt to deliver patients to facilities that provide their comprehensive health care or that are most 

appropriate for the complaint (eg, hospital where recent surgery was performed) unless the patient’s 

condition is too unstable to tolerate travel to that destination.  

 

Patients and Caregivers 

We should educate patients on the importance of understanding their own health status and of keeping 

their core medical information ready to share. There are several online resources for gathering and 

summarizing personal health records. Even a simple record of health problems and medications such as 

the NTOCC “My Medicine List” 

(http://www.ntocc.org/Portals/0/PDF/Resources/My_Medicine_List.pdf) helps; this and a list of key 

contacts and advance directives should remain in the possession of the individual or caretaker. 

 

TRANSITIONS WITHIN THE EMERGENCY DEPARTMENT 

 
Transitions of care may be defined as transfers of information, responsibility, and authority as patients 

move among health care practitioners, settings, and home as their care needs change. We also refer to 

them as handoffs, changeovers, signouts, and signovers, but our goal is the same: to allow subsequent 

providers to act safely in the patients’ best interests. 

 

Implicit in this definition are three distinct, simultaneous dimensions, as follows: 

 Information transfer. This includes relevant medical history, details of acute illness, 

physical examination findings, vital signs, laboratory test results, treatments received and 

pending, and diagnostic examinations completed or in progress. 

 Responsibility transfer. At the time of changeover, the incoming provider accepts 

responsibility for the patient’s ongoing care needs. This includes legal responsibility and 

accountability. 

 Authority transfer. The new provider also accepts primary authority over continued care, 

effectively becoming the patient’s care provider until the next care transition. 

 

Why Do Transitions of Care Matter? 
 

The number of transitions has increased due to the recent changes in the ACGME resident work-hour 

mandates, leading to an increased interest in evaluating the effects of these changes on patient care and 

safety.
1 
The Joint Commission Center for Transforming Healthcare estimates that poorly communicated 

handoffs lead to 80% of serious preventable medical errors and are the leading cause of sentinel events 

reported to TJC.
2,3

 National health care organizations have released mandates calling for the 

standardization of transitions of care and for increased education in effective handoff communication 

skills.
1,4

 

Poor transitions of care can lead to critical errors if providers receive incomplete, inaccurate, or poorly 

communicated patient information and if responsibility and authority are not clearly established. We can 

infer from nonmedical literature that standardization should improve the overall quality and safety of care 

transitions, but analyses of medical handoffs have not supported any single method of standardization as 

being effective.
5-7

 

 

Patient Safety 

Successful care transitions are a vital component of safe, high-quality patient care. Effective handoffs 

ensure that subsequent providers receive all the information they need in a manner that allows them to act 

http://www.ntocc.org/Portals/0/PDF/Resources/My_Medicine_List.pdf
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safely and effectively in patients’ best interests. When effective changeovers do not occur, patient 

outcomes suffer. TJC compiled data from 10 hospitals and found that poor handoffs led to “delay in 

treatment, inappropriate treatment, adverse events, omission of care, increased [length of stay], avoidable 

readmissions, increased costs, and inefficiency.”
8 
 

 

In 2004, TJC identified communication errors as the key contributory factor in more than 70% of all 

sentinel events, 75% of which resulted in patient fatality.
9
 TJC lists “improving effective communication 

throughout the hospital” as a lead patient safety goal in the United States.
3
 The WHO also recognizes 

“communication during patient care handovers” as one of its “high 5 patient safety initiatives.”
10

 

 

National Mandates and Recommendations 

The Emergency Medicine Milestones project, published by SAEM, lists “ensures transitions of care are 

accurately and efficiently communicated” as a competency expected of all graduating emergency 

medicine residents.
4
 

 

The ACGME published a report in 2010 stating that “sponsoring institutions and programs must ensure 

and monitor effective, structured handover processes. . .” and that “[p]rograms must ensure that residents 

are competent in communicating with team members in the handover process.
1
” 

 

TJC’s 2006 National Patient Safety Goals recommended that hospitals implement “a standardized 

approach to hand-off communications, including an opportunity to ask and respond to questions.”
3
 

 

What Are Barriers to Effective Transitions of Care? 
 

Too Much or Too Little Information 

Cheung et al describe the problem of “conciseness versus completeness” as a primary barrier to 

successful handoffs.
11

 Providing too much detail for each patient takes an unacceptable amount of time at 

a busy emergency department shift change and can obscure the most important action items. However, 

observational studies of physician handoffs have found that vital information such as physical 

examination findings was excluded 40% to 60% of the time.
11-15

 Missing information such as home 

medications can lead to dangerous errors and to inefficiencies, for example, repeating a previously 

performed physical examination or reinterviewing a patient.[4] Inappropriately detailed or incomplete 

handoffs likely contribute to the correlation between medically complex patients and nonideal handoffs, 

noted in several studies.
15,16

 

 

Discrepancy in expectations of the provider and the recipient is also a key factor in communication 

breakdown.
3 
Emergency department providers interact with providers in multiple disciplines, either for 

consultations or for admissions. Consultants and admitting physicians have different needs and 

expectations and might want a different level of detail depending on their specialty and on patient 

complexity.
6
 Apker et al observed 15 handoffs from emergency physicians to accepting hospitalists and 

concluded that true collaboration did not occur and that emergency physicians and internists had differing 

and perhaps contradictory goals for the observed encounters.
17 

 

Although standardization of communicated information seems like a logical solution, reviews have not 

proved that any standardization tool improves the transfer of information.
7,18

 The heterogeneity of 

handoffs that occur in the emergency department precludes a standard data set that would fit all 

encounters.
13

 

 

Cognitive Bias 

Campbell et al describe how emergency department providers might be at increased risk of diagnostic 

errors that affect patient safety. They define multiple cognitive biases that can hinder a provider's ability 
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to come to the correct diagnostic conclusion and explore how the emergency department environment 

creates a “perfect storm” of chaotic elements that contribute to or exacerbate these biases.  

 

So when a handoff occurs, the patient is vulnerable to the cognitive biases of not just one but multiple 

providers. And because receiving physicians typically receive patients whose diagnostic workups, 

treatments, and dispositions are already in progress, they are especially prone to making errors “due to 

inheriting someone else's thinking.” (Table 4)
19

 

 

Table 4. Error due to inheriting someone else's thinking.
19

 

Triage cueing A predisposition toward a particular decision as a result of a judgment made by 

caregivers early in the patient care process. 

Diagnosis momentum The tendency for a particular diagnosis to become established in spite of other 

evidence. 

Framing effect A decision being influenced by the way in which the scenario is presented or 

“framed.” 

Ascertainment effect When thinking is preshaped by expectations. 

 

Beach et al examined emergency care transitions in the context of an emergency department case study. 

In the case, cognitive bias had a significant role in the failure to correctly diagnose and treat the patient’s 

condition. The authors concluded that emergency department staff need further training in the hazards of 

transitions and need to maintain a heightened awareness of the potential biases influencing their decision-

making.
20

 

 

Failure to Transfer Authority  

A handoff is a transfer of responsibility and authority for a patient's care. However, if not explicitly 

agreed on by the involved providers, the exact timing of this transfer is not always clear. 

 

Inhospital Transitions 
 

Every emergency department encounter goes through multiple transition points. The goal of most of these 

handoffs is to concisely and efficiently convey the information necessary for the provider to ascertain and 

manage the patient's acute medical needs and decide on appropriate disposition. The first handoff can be 

from an EMS crew to an emergency physician, or from a referring physician (by telephone) to an 

emergency physician. Within the department, handoffs occur between emergency physicians at shift 

changes and during breaks and between emergency physicians and consultants.  

 

The next transition occurs when the patient leaves the emergency department. A handoff might occur 

between the emergency physician and an admitting team, or an accepting physician at a receiving 

institution, or with a primary care physician or home health care provider at discharge. When the patient's 

acute medical needs have been fully addressed, the emergency physician might decide that the patient has 

other needs that are better addressed by a social worker, case manager, home health nurse, or other 

member of the medical team. This type of handoff can be more detailed and nuanced than those that occur 

within the department as the accepting providers prepare to care for the patient's longer-term medical 

needs in addition to the acute illness. 

 

For hospitalized patients, handoffs occur during transfer between medical services and between levels of 

care (eg, ICU to ward), as well as between consulting and primary team members. Handoffs also occur at 

each routine shift change, an event that has increased due to the new ACGME resident work-hour 

mandates. The time and effort required for effective handoffs of hospitalized patients vary depending on 



10 

 

the condition’s complexity and acuity, the patient’s acute care needs, and the providers’ familiarity with 

the patient. 

 

Although inhospital transitions of care are often considered together, these examples demonstrate that 

many types of handoffs occur as patients make their way through their hospital stays. The providers 

involved in these handoffs have unique goals and needs depending on their roles and on acuity and 

complexity of the condition and the acute and long-term care needs of the patient. 

 

Barriers to Effective Inhospital Transitions 

 

Current practices are suboptimal. Faulty handoffs were the single most common factor leading to 

malpractice claims for one insurance provider in 2005 and are implicated in up to 24% of emergency 

department malpractice claims.
3,21

 This same report labeled 27% of observed changeovers as “defective,” 

featuring omissions in critical content or suboptimal communication processes.
3
 An in-progress survey of 

CORD members, emergency department chairs, and residents found that only 3.4% of CORD members 

and 10.2% of surveyed residents described their handoff systems as “extremely safe/effective.”  

 

An observational study of emergency department handoffs at a teaching hospital found that the observed 

encounters were not compliant with the TJC requirement of leaving dedicated time for collaboration and 

questioning. Authors also noted that many encounters did not include any form of “readback” (repetition 

of communicated information) or verification from the accepting provider that he or she understood and 

accepted responsibility for the patient.
17

 A similar study in the American Journal of Emergency Medicine 

noted that less than 10% of observed handoffs included a readback and that nearly half omitted vital 

clinical data. The authors further noted that attending handoffs were not significantly better than resident 

handoffs, suggesting that these skills do not naturally improve with time and experience.
22

 

 

A recent study in Pediatrics suggested that practitioners are not able to adequately evaluate the quality of 

their own handoffs. The authors found that key pieces of information were missing from 60% of handoffs 

despite the fact that participating residents believed they communicated well. As noted in the emergency 

medicine literature, experience did not improve handoff practices.
12

 

 

The emergency department is a high-risk environment for handoffs. In 2010, an article in The Joint 

Commission Journal on Quality and Patient Safety identified several strategies to address the most 

problematic elements of handoffs. These include “minimizing interruptions, conducting handoffs in a 

quiet area to reduce background noise, and determining what information is important to include in the 

handoff.”
23 

Unfortunately, the nature of the emergency department environment makes some of these 

strategies nearly impossible to implement, leaving emergency department handoffs particularly 

vulnerable to errors and omissions. 

 

Interruptions and noise are impossible to avoid in a typical emergency department. TJC surveyed general 

surgery and internal medicine residents and found that 37% of them reported being interrupted “always” 

or “most of the time” during handoffs despite the fact that these encounters typically occurred in private, 

quiet locations.
24

 Interruptions are likely to be far more prevalent during emergency department handoffs. 

 

Emergency physicians hand off patients with conditions of varying complexity to providers in multiple 

specialties and occasionally to nonphysician care providers such as social workers. As a result, 

establishing a standard set of information to include in each specific handoff is difficult. 

 

Emergency department patients are at higher risk for changeover-related errors because of the 

circumstances of their visits. These include: “[u]ncertain diagnosis, unstable patient, unclear-disposition, 

consult-driven evaluation, pending imaging study, deviations from particular diagnosis/treatment plan, 
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psychiatric illness, prolonged ED stay.”
11

 Additional research is needed to recommend strategies to 

ameliorate these risks. 

 

Handoff is not being effectively taught in residency and medical schools. Even though effective 

handoffs are widely recognized as integral to high-quality patient care and are considered a mandatory 

competency of emergency residents,
4
 studies across multiple disciplines show that handoff skills do not 

improve with experience and that there is no significant difference in quality between resident and 

attending handoffs. So if these techniques are not acquired through experience, they must be taught.
12,22 

Few residency programs offer formal training in changeover and communication skills. Several studies 

have proposed and tested standardized algorithms, mnemonics, and curricula for enhancing changeover 

quality among residents. However, no validated educational interventions have proven benefit to handoff 

efficiency and patient outcomes.
7
 

 

Handoffs are not “one size fits all.” Much of the current evidence related to handoffs comes from 

nonmedical literature. Standardization and reducing variability are commonly considered to be the gold 

standard for improving handoffs. Various mnemonics, forms, and templates have been proposed to unify 

handoff protocols between institutions. Unfortunately, to date, no single intervention has been validated 

as effective in improving handoff communication and patient safety outcomes.
7,18 

 

Arora and Johnson published several articles in response to TJC’s mandates to apply standardization in 

handoff protocols for residency programs. They assert that standardization is a core goal to improve 

overall quality, but they also found that the handoff protocol must be tailored to the end users in order to 

be successful. Handoffs are both discipline and organization specific and will not work unless they 

address their users’ specific needs and barriers. This precludes the implementation of a one-size-fits-all 

template for all changeovers.
13,25

 

 

A systematic review published in Academic Medicine analyzed interventions to improve handoff quality 

in relation to patient outcomes. The authors found that only the use of a written form had been assessed in 

multiple studies. Further, no individual handoff template was analyzed in more than one article. When 

analyzed together, the efficacy of these templates was mixed. The authors concluded that there is not 

enough data to endorse any single intervention as effective in improving clinical handoffs.
7
 

 

Riesenberg et al confirmed this finding in a systematic review of 24 unique handoff mnemonics. 

Although many of these tools subjectively improved users' perceptions of the handoff quality and 

efficacy, the authors concluded that available literature was “not of sufficient quality or quantity to 

synthesize into evidence-based recommendations.”
18

 

 

Mnemonics and templates might have a role in enhancing changeover quality and might be appropriate in 

certain settings, but more research is needed to fully determine their efficacy and utility. 

 

Focused Areas of Opportunity 

Most articles on handoffs focus on disease management. Adverse outcomes are death or disease as a 

result of “repetition of management, delays or missed investigations and therapy, and delayed 

disposition.”
26 

Most proposed interventions focus on mnemonics and forms with an emphasis on ensuring 

that medical data are completely and succinctly communicated to the incoming provider. 

 

Here are examples: 

 You receive handoff at shift change, but the original treating physician remains in the department 

for another hour. She hears a nurse ask you a question about a patient and jumps in with the 

answer and then makes several changes to the orders. 
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 You admit patient to the ICU, and the receiving team accepts the admission and writes orders. 

There are no ICU beds available, so the patient remains in the emergency department. When the 

patient's clinical status worsens and the ICU resident is not readily available, you are called to the 

bedside to assess the patient. 

 

Apker et al, in an assessment of emergency physician-to-hospitalist handoffs, noted that all observed 

handoffs lacked an explicit statement accepting patient transfer.
17 

As extended boarding becomes more 

prevalent, multiple admitted patients remain in the emergency department for hours after admission.
27,28

 

And within the emergency department, if there is overlap at shift change, it might be unclear who is 

providing primary care for the patients after handoff has occurred but before the departing physician has 

physically left the department. 

 

A consultations may technically be considered a handoff because there is a transfer of information, 

responsibility, and authority.
29

 However, these communications are especially prone to confusion as only 

partial responsibility for the patient's care is assumed by the consulting physician. When the care of a 

patient requires the opinions of multiple consulting teams, or when the care plan and disposition are 

dictated entirely by a consultant's input, it can be unclear who retains primary authority for the patient's 

well-being while he or she is in the emergency department.  

 

Communication failure is at the core of most suboptimal handoffs. The recently released ACGME 

milestones for emergency medicine rank communication skills and team management as core 

competencies on the same level as medical knowledge and procedural skills. “Ensures transitions of care 

are accurately and efficiently communicated” is listed as a key element of team management.
4
 

 

Arora and Johnson argue that handoff skills should be taught in internship so that proper handoff 

processes will be ingrained and sustained.
13

 A study published in The Medical Journal of Australia found 

that even though clinician use communication skills daily, they must practice and refine them “so that 

they can communicate in clear, concise, and appropriate ways in fast-paced environments that are often 

noisy and stressful.”[30] A curriculum for teaching communication skills is needed: as mentioned 

previously, multiple studies have demonstrated that effective communication skills related to handoffs do 

not improve with level of experience or years in practice.
12,22,31

  

 

In addition to poor communication skills, Arora and Johnson also observed failure-prone communication 

as a contributor to suboptimal handoffs.
13

 The telephone is an example of a failure-prone communication 

method routinely used in many emergency department handoffs; EMS radio communications are another 

example. Although emergency physicians have little control over the method of communication, they still 

should hone their communication skills and opt for face-to-face communication whenever possible.  

 

As noted previously, the data regarding the effectiveness of mnemonics and standardized forms are 

mixed. Many studies have shown that reducing variability improves the consistency of communicated 

clinical data and increases users' subjective ratings of handoff encounters. However, Riesenberg et al 

performed a systematic review of various mnemonics and concluded that there was not enough evidence 

to recommend for their use.
18

 A systematic review by Foster et al explored handoff interventions in 

relation to patient outcomes. Seven of 12 studies assessing standardized handoff templates reported a 

positive outcome; six found no significant impact on handoff quality, and one actually noted a negative 

effect. They concluded that there is not sufficient evidence to recommend for or against the use of such 

templates.
7 

 

Here are some recommendations: 

 We should do whatever we reasonably can to reduce interruptions and distractions during 

handoffs. 
6,11,15,22,23,31
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 Our handoffs should incorporate two-way communication, and we should make time for 

questions and collaboration.
3,11,17,22,23,32

 

 When we’re the accepting providers, we should “readback” the information about the patient to 

confirm accurate understanding.
22

 

 We should promote and support formal education on communication skills for residents and 

medical students.
1,4,13,20,23,26,31-33

 

 We should practice and evaluate handoffs in our own departments.
30

 

 Finally, we should consider using mnemonics or standardized forms that are tailored to our 

department's unique needs.
7,11,13,15,18,25,33

 

 

Barriers Related to Special Populations and the Medical Home 

The medical home model recognizes that many factors contribute to the health or lack of health of our 

patients. Ideal medical care addresses these additional needs as well as acute medical concerns. 

Emergency departments can incorporate the concept of medical home by offering access to social 

workers, case managers, financial counselors, and other support personnel, and by taking a patient's 

financial and social status, home support structures, and health literacy into consideration when making 

medical decisions for that patient.  

 

Vulnerable populations. Patients who are unable to readily verbalize their own medical histories and 

needs must rely on providers to effectively communicate this information for them. These patients are 

especially vulnerable to an ineffectively communicated handoff and thus to suboptimal care. Risk factors 

include “complex comorbidities, advanced age, and low health literacy.”
15

 Other vulnerable populations 

include those with “uncertain diagnoses, patient language barriers, and those of lower socio-economic 

status.”
11

 

 

Emphasis on acute disease management. As noted previously, current changeover models focus 

primarily on information transfer and medical management and might overlook the complex web of 

medical, social, financial, and emotional needs that characterize our patients.
7
 This is of special concern 

for emergency physicians, who often care for patients with general health-related needs in addition to 

their acute complaints. This is potentially exacerbated by the limited time and resources available to 

emergency physicians to fully address these concerns. There is a dearth of literature exploring 

changeovers of “high-risk” patients and integration of the medical home model into effective patient 

handoffs.
11

 

 

EMERGENCY DEPARTMENT OUT-OF-HOSPITAL TRANSITIONS 
 

For many years, emergency physicians were limited to the dichotomous decision to either admit a patient 

to the hospital or to discharge that patient without knowledge of follow-up or future access to care. But 

the options have evolved.
34 

Now emergency physicians use a variety of pathways for post-emergency 

department care that create numerous and distinct transition of care needs and require systems innovations 

and solutions to ensure care coordination. 

 

Katz et al
35 

defined emergency department-based care coordination interventions to include the following: 

“1. Ensured incorporation of information from previous health care visits into the current ED visit; 2. 

Provided ED-based educational services on continuing care; needs after discharge; 3. Developed a post-

ED treatment plan and next steps for obtaining appropriate aftercare; 4. Transferred information about the 

current ED visit to continuing care providers.” 

 

Based on this consensus definition and recent care coordination frameworks created by the AHRQ, we 

propose the following objective for effective out-of-emergency department care transitions: 
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“Communicating presenting symptoms, diagnoses, medication changes, consultation recommendations, 

referrals, and follow-up referrals to the patient’s medical home and outpatient providers both during the 

emergency department visit as well as via communication systems designed to ensure loop closure and 

subsequent care activities.”  

 

Although no existing schema exists for out-of-emergency department care transitions, classifying these 

care pathways is essential to understanding the barriers to effective care coordination and best practices 

for quality improvement. Increasing patient complexity has created more uncertainty for emergency 

physicians at the time of patient disposition.
36

 The spectrum of transitions out of the emergency 

department necessitate tools for effective communication and data exchange to a variety of care setting 

and providers including home, outpatient specialists, rehabilitation and skilled nursing facilities, mental 

health and substance abuse programs, and of course, the patient’s primary care provider or medical home. 

 

Here are the data elements critical to effective out-of-emergency department transitions, current barriers 

to effective emergency department-based care coordination, and emerging best practices and solutions to 

these barriers. 

 

Critical Elements  

The rationale behind developing a detailed transition record is to allow for optimal continuation and 

coordination of a patient’s care following discharge from the emergency department. This record should 

be a standardized set of data elements that is provided to the patient or subsequent caregivers in electronic 

or print format and available at the time of discharge. Those elements include the following:  

 the principal working diagnosis and/or chief presenting complaint,  

 a list of all major procedures and tests performed along with any results pending. Those procedures 

might include fracture management, wound repair, minor surgical procedures, lumbar puncture, 

central line placement, and so on;  

 instructions for followup care, which might include followup visits with a community provider, 

referrals to a health care facility, post-discharge therapy, and so on, and  

 a list of new medications and any changes to the patient’s previous “home” medications. 

 

A detailed transition record that can be easily integrated into the patient’s existing comprehensive care 

plan will assist in the care of the discharged patient, whether self-managed or managed by a network of 

providers in the patient’s primary care team. Development of a standardized transition record will enable 

the emergency department to have a critical role in successfully executing the Care Coordination 

Activities detailed in the AHRQ Care Coordination Measures Atlas.
37

 

 

Barriers to Effective Transitions 

Obstacles to effective and reliable transitions of care from the emergency department to outpatient 

settings originate from patients, caregivers, providers, and systems of care. Recognizing the barriers 

between efficient communication and outpatient collaboration requires an understanding of the 

knowledge translation pipeline (Figure 1).
38
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Sequentially, these barriers include the following: 

 Insufficient awareness or acceptance of emergency department and outpatient providers, patients, 

caregivers, and society regarding the fragile complexity of emergency department-to-outpatient 

medical care transitions. 

 Unrecognized cognitive barriers of patients or caregivers, including dementia and delirium.
39,40

  

 Poor discharge comprehension, communication skills in general.
41

 

 Lack of communication adjustments for populations with lower health literacy.
42-47

 

 Ineffective verbal communication resulting from emergency department crowding,
48,49

 including: 

o Physician → Nurse 

o Physician → Patient and caregiver 

o Nurse → Patient 

o Physician → Outpatient health care teams 

 Lack of financial incentives to take time on discharge to communicate effectively. 

 Failure to distinguish subsets at higher risk for short-term decline.
50-53

 

 Lack of EMR interoperability between emergency department and outpatient systems.
54

 

 Insufficient social safety net, including poor access to both a primary medical home and specialty 

providers. 

 Patients’ lack of transportation from home to medical office settings. 

 

Potential Interventions to Improve Out-of-ED Transitions 

Project Goals 

1. Establish low or no cost, evidence-based, recommendations to improve the safety and efficacy of 

in-hospital transitions of care. 

2. Create educational goals/materials for medical schools and residency programs. 

3. Identify gaps in current literature and key areas for future research. 

 

Figure 1 
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VALUE-ADDED PREVENTIVE CARE 
 

Although emergency departments commonly provide some preventive care, the services offered vary and 

are not offered uniformly. Can value-added services such as preventive care, screening, and access to 

counseling be provided in more emergency departments to improve transitions of care? Each community 

would need to identify which services would provide the most value to them. And transition of care from 

the emergency department to outpatient services would have to be developed because it is often missing. 

Additional personnel would be required, although not necessarily physicians, but nurse educators or 

social workers. In addition, there must be adequate resources in the community to continue evaluation and 

treatment. 

 

Immunizations 
Most emergency departments provide tetanus prophylaxis for patients presenting with concerning wounds 

whose tetanus immunization status is out of date or unknown. With the increased outbreak of pertussis, 

most emergency departments are administering Tdap for their tetanus prophylaxis to increase the number 

of adults who are protected against pertussis. Only about one third of emergency departments routinely 

screen at-risk patients and provide immunizations for influenza and Pneumococcus. There are no data 

available on providing vaccinations from the emergency department for varicella, meningococcal 

infection, or other diseases that might be prevented by immunizations. Studies that have looked at the 

efficiency of providing pediatric immunizations in the emergency department have largely concluded that 

it is not advisable. 

 

Services could be improved by ensuring that all adult patients are screened for their vaccination needs and 

provided with necessary immunizations during their emergency department visits (as appropriate for 

acuity and disposition). In addition, vaccination clinics could be held in the emergency department on 

targeted days, in a manner similar to what is now being done in some urgent care centers and pharmacies. 

The benefit of such a program would be an increased number of adult patients who are up-to-date on 

necessary vaccinations, which might decrease the number of emergency department visits and admissions 

for treatment of preventable diseases. 

 

Violence Screening and Prevention 
Many emergency departments screen all women or “at-risk” women for intimate partner violence and 

provide referrals and social services as needed. Some emergency departments, especially trauma centers, 

screen victims of violence for risk of retaliatory violence and potential reinjury. Screening all patients for 

the potential of injury due to violence could decrease the number of injuries due to violence treated in the 

emergency department and requiring admission. 

 

Alcohol and Drug Screening, Intervention and Referral 
Many studies show a benefit for brief alcohol/drug screening and intervention in the emergency 

department for at-risk populations; however, less than one third of surveyed emergency departments 

provide this service. Screening could help to decrease emergency department visits due to alcohol and 

drugs. 

 

Primary Care Referral 
About half of emergency departments surveyed try to provide reliable primary care linkage to their 

patients who do not have established primary care physicians. However, many patients who leave the 

emergency department are directed to follow up with a primary care provider whom they will not be able 

to see because of teir inability to pay or limited availability of appointments. Ensuring that all patients 

who are discharged have a medical home might decrease the number of emergency department visits and 

hospitalizations for preventable diseases. In many communities, this would require more primary care 
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providers willing to care for underinsured or uninsured patients. In addition, if all emergency departments 

were able to provide financial and insurance counseling to patients and ensure that they leave the 

emergency department with appropriate resources and referrals, it might decrease the number of visits to 

the emergency department for nonurgent conditions and improve the health of the community. 

 

Hypertension, Diabetes, and Elevated Cholesterol Screening 
All emergency departments routinely check vital signs, including blood pressure, and most will provide 

referral/education for patients with elevated blood pressure. Many screen at-risk patients for diabetes 

(unexplained infection, altered mental status, etc.) and some routinely screen all non-diabetic patients for 

diabetes and provide education and referrals. Very few emergency departments routinely screen for 

elevated cholesterol and provide appropriate referrals. Emergency departments could provide an increased 

value added service to their patients and community by providing routine screening for hypertension and 

diabetes. Screening for elevated cholesterol for all patients would be more time consuming and labor 

intensive.  

 

Tobacco Cessation 
Most ED providers screen for tobacco use, however, only a minority routinely provide cessation 

counseling and referral. Routinely screening all patients for tobacco use and providing cessation 

counseling and referral to all tobacco users could significantly decrease emergency department visits and 

hospital visits due to illnesses related to tobacco use.  

 

HIV Screening and Referral 
Less than 25 % of EDs provide HIV screening and referral to at-risk populations. The low level of 

screening for this disease in the emergency department is probably partly due to legal restrictions on 

testing for HIV that existed early in the history of AIDS and also due to lack of appropriate follow up. 

Screening could allow for the early identification of infected patients that would benefit from 

management and treatment. 

 

Obesity Intervention 
Emergency care providers may counsel at-risk patients regarding the dangers of obesity but few 

emergency departments have specific interventions designed to identify and provide appropriate referrals 

to these patients. Emergency departments could provide a community service but identifying at-risk 

patients (BMI > 30) and providing focused education and referral.  

 

Screening for Depression 
Many emergency physicians screen for depression in high-risk patients, however, few emergency 

departments routinely screen for depression although some studies suggest a high rate of depression (1 in 

5) in emergency department patients. Consensus guidelines and a quick screening tool could be developed 

to identify at-risk patients in the emergency department.  

 

Elder Screening 
The number of elder patients is increasing and this population is at-risk for falls, abuse and dementia. Few 

emergency departments provide routine screening for fall risks or dementia and most screens for elder 

abuse are done on a case by case basis. Universal screening for fall risk, elder abuse (similar to screening 

for intimate partner abuse) and dementia screening for all emergency department patients over age 65 

could significantly decrease emergency department visits and admissions and improve the health of the 

elders in the community. 
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Child Safety Screening 
Many emergency departments provide education on use of child safety seats (required in some states) and 

some emergency physicians provide other safety information (helmets, prevention of unintentional 

poisonings, etc.) for high risk patients. Most emergency physicians have a high index of suspicion for 

non-intentional injuries in the pediatric population. Universal screening for child safety seat and helmet 

usage, creating a child safe home and education for parents on stress management to limit child abuse 

could significantly decrease the number of traumatic and toxicologic injuries to children in a community.  

 

Barriers to Preventive Care  
In a busy emergency department, providers already are challenged to execute handoffs without one or 

multiple interruptions. This problem would be exacerbated by the inclusion of more data elements, such 

as each patient's preventive care needs. Additionally, the primary action items might get lost if too many 

data points are added as part of handoff. 

 

Although systematic reviews demonstrate reduced morbidity and mortality rates with implementation of 

screening interventions, the emergency physician's priority is the management of acute medical illness. 

Preventive care has a place within the emergency department, but there are no data assessing how to 

incorporate preventive care into current handoff models. 

 Handoff models should consider the unique preventative care services offered within the 

emergency department. 

 More research is needed to explore the best way to perform handoffs for patients with 

preventative care needs. 

 

Resources for this section include: 

 Delgado MK, Acosta CD, Ginde AA, et al. National Survey of Preventive Health Services in US 

Emergency Departments. Ann Emerg Med. 2011;57:104-108. 

 Cunningham R, Knox L, Fein J, et al. Before and After the Trauma Bay: The Prevention of 

Violent Injury Among Youth. Ann Emerg Med. 2009;53:490-500. 

 Rothman RE, Ketiogetswe KS, Dolan T, et al. Preventive Care in the Emergency Department: 

Should Emergency Departments Conduct Routine HIV Screening? A Systematic Review. Acad 

Emerg Med. 2003; 10: 278-85. 

 D’Onofrio G, Degutis LC. Preventive Care in the Emergency Department: Screening and Brief 

Intervention for Alcohol Problems in the Emergency Department: A Systemic Review. Acad 

Emerg Med. 2002;9:627-38. 

 

PALLIATIVE CARE IN THE EMERGENCY DEPARTMENT 
 

Transition of Care and Communication 

A palliative patient’s preferences and goals of care are critical to medical management regardless of 

setting. During a Transition of Care (TOC), clear communication is vital to preserve the goals of care and 

prevent medical interventions contrary to the wishes of the patient and their family. As emergency 

physicians embrace the subspecialty of Palliative Medicine and as more palliative care is provided in the 

emergency department, the need for a TOC consensus in terms of standards and policies
2
 will become 

imperative. There will be three areas of communication: 

1. Pre Emergency: Whether the patient comes from home, hospice, or another facility, there needs 

to be a clear understanding of the patient’s goals of care and advanced directives. This may 

include surrogate decision makers, physician orders for life sustaining treatment (POLST) or 

other advanced directive forms. The emergency department team will need to incorporate this 

information into their plan of care.  
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2. In the acute care facility the treatment goal needs to be communicated clearly within the 

emergency department team and when the patient is transitioned to an inpatient or observation 

bed. Clear communication of the plan of care must accompany the patient from the emergency 

department throughout their in-house stay. 

3. The discharged palliative emergency department patient also requires a TOC. The palliative 

patient may be transitioned to hospice or respite care as well as other traditional discharge venues.  

 

Making a Case for ED Palliative Care 

“Even the ordinary methods of treating disease and prolonging life have changed the context in which 

men die. Fewer and fewer people die in the familiar surroundings of home or in the company of family 

and friends. At the time of life when there is perhaps the greatest need for human warmth and comfort, 

the dying patient is kept company by cardiac pacemakers and defibrillators, respirators, aspirators, 

oxygenators, catheters and his intravenous drip. Ties to the community of men are replaced by 

attachments to an assemblage of machines.
55

” 

 

Patients with advanced and end-stage disease in need of symptom management and pain relief often 

present to the emergency department.
56-59

 Research focusing on patients who were at the end-of-life found 

that these patients often did not receive the care they anticipated;
60

 once in the acute care setting the 

patient’s objectives and goals may be in direct contrast to the emergency department strategies of life-

prolonging treatment.
61 

The need for palliative care and end-of-life care in the emergency department 

becomes apparent when considering that these medically complex patients present to emergency 

department s every day. Providers of emergency care have a unique opportunity to support palliative care 

interventions early in a patient’s disease trajectory, promoting quality of life as well as reducing cost 

associated with treatments.
56,62-64

 The emergency department offers a solution to the large gap in 

outpatient services for these patients by providing access to multidisciplinary teams for assessment, 

planning and needed interventions 24 hours a day/seven days a week.
61

 Recent literature suggests that 

palliative intervention in the emergency department provides numerous benefits to include timely 

provision of care
64,65

 improved outcomes;
65,66

 direct referrals to hospice,
64

 reduced hospital length of stay; 
64-66

 improved patient and family satisfaction;65
13

 less utilization of intensive care compared with similar 

patients receiving usual care;
63,67

 and cost savings.
63-67 

 

The subspecialty of Hospice and Palliative Medicine concentrates on life threatening illnesses whether 

they are curable or not with palliative medicine representing the “physician component” of this 

interdisciplinary practice.
68

 The Center for Medicare and Medicaid Services (CMS) defines palliative care 

as, “Patient and family-centered care that optimizes quality of life by anticipating, preventing, and 

treating suffering.”
69

 Whereas the WHO defines palliative care as, “Care which improves the quality of 

life of patients and families who face life-threatening illness, by providing pain and symptom relief, 

spiritual and psychosocial support from diagnosis to the end-of-life and bereavement.”
70 

 

The focus is broad and includes several aspects of emergency practice already in place including 

symptom management, pain management, and discussion of critical decisions with families and loved 

ones. The typical emergency department environment many times is not conducive to the needs of the 

palliative care patient and their families. How does the emergency physician identify a palliative care 

patient, establish lines of effective communication, understand the patient’s specific goals of care, and 

ultimately initiate a plan of care that involves a TOC? The best treatment option may be temporizing 

measures until family arrives or until a more complete history may be obtained. Temporizing measures 

focus on symptom management ie: Pain management, anxiety control, or simply fluid resuscitation. Even 

if the emergency physician does not know the patient’s goals, seeking the correct treatment path is the 

physician’s responsibility. The right treatment decision may require significant communication with those 

involved. Temporizing measures provide comfort for the patient while providing time for the emergency 

physician to gather as much information as possible in determining the plan of care.  
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Emergency physicians need to be familiar with the in-house palliative care team at their institution. The 

palliative care team can be contacted to work with emergency department patients with life limiting 

illness that prefer not to have a discussion or where there is insufficient time in the emergency 

department. A family meeting can be arranged for the morning or another mutually specified time. 

However, it is the ED physician’s responsibility to transition care to the next provider whether it be 

another physician, hospice, visiting nurses, nursing home etc. To help in this transition, the emergency 

physician must have a hand off. This may require person-to-person communication, filling out forms, and 

writing notes.  

 

The emergency physician cannot leave anything to chance. Nearly 100% of patients want to die at home 

or familiar surroundings and yet 70% of patients in the United States (US) die in healthcare facilities. 

Almost all of the 70% present to the emergency department and are admitted to acute care. Transitioning 

care and communicating the patient goals of care to the in-house palliative service, hospice service, or 

primary care physician (PCP) can help the patient live (or die) on their own terms. In order to accomplish 

this, the emergency department has to be in the forefront of this program for several reasons: 

 The patient came to the emergency department with EOL or palliative issues and hence the 

obligation to manage them with the current expertise of palliative medicine; 

 The treatment and initiatives that start in the emergency department follow the patient through the 

entire healthcare continuum; 

 The emergency physician initiates the patient’s plan of care.  

 The emergency department is the gateway to hospital admissions, hospice care or discharge to 

another care facility all of which necessitate a TOC. 

 Palliative Medicine is a subspecialty of emergency medicine and as we embrace other 

subspecialties we must embrace Palliative Medicine. 

 

Potential barriers 

Aside from the structural barriers inherent in the emergency department such as overcrowding, chaotic 

environments, and long wait times,
64,71

 there are additional barriers to consider. Physician attitudes and 

perceptions influence the delivery of palliative care and range from personal perspectives of their 

emergency department roles and their knowledge of palliative care and available hospital resources to 

broader medico-legal issues and concerns regarding the response of in-house palliative care teams and 

hours of availability.
56,71

 Time itself can be a potential barrier in terms of discovering which patients may 

be appropriate for palliative care interventions/referral, the presence or absence of advanced directives 

and support of patient/family in decision making. Financial barriers include reimbursement issues for 

palliative care services in the emergency department; billing codes do not address time spent with family 

discussing end-of-life issues.
71,72 

 

Finally, terminology may represent potential barriers to palliative care initiatives in the emergency 

department. Palliative care is not the same as end-of-life care.
73,74

 The two terms, palliative and end-of-

life, are used interchangeably in everyday language perpetuating the confusion. Further research is needed 

to define these terms in the emergency setting. Palliative care can be provided along with treatment that is 

meant to be curative or life-prolonging and can be very valuable to help relieve pain and suffering in 

patients dealing with illness that is chronic, life-threatening or potentially curable. 

 

Different types of programs 

To provide optimal palliative care, individual emergency department s need to identify and utilize 

existing resources both internal and external to the hospital. These may include individuals within the 

hospital system as well as partnering with community agencies, including hospice and palliative care 

providers, proficient in the care of chronically ill.
56

 There are many emergency department palliative care 

delivery systems as providers draw on their experience to design programs to meet the needs of diverse 
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stakeholders resulting in three recurring models of palliative medicine/care in this area: emergency 

department palliative care partnerships; emergency department palliative care champions; and emergency 

department hospice partnerships.
61 

 

An example of an ED-palliative care partnership is the Life Sustaining Management and Alternatives 

(LSMA
c
) program in Paterson New Jersey at St. Joseph’s Regional Medical Center (SJRMC). The 

primary goal of the LSMA is to identify those patients who might benefit from palliative care 

interventions upon entry into the healthcare system, providing real-time palliative consults in the 

emergency department. The LSMA program identifies and supports patients’ and families’ wishes, which 

are then carried out throughout the plan of care.  

 

A pilot program at Scripps Mercy Hospital in San Diego, California is an example of a palliative care 

champion in the emergency department.
61

 The program was initiated to increase emergency department -

based palliative care consults; championed by an emergency physician also trained in palliative medicine. 

 

Emergency department Focused Care
75 

at Shands-Jacksonville is a collaboration of Community Hospice 

and emergency department personnel working to identify patients who may benefit from hospice care. 

For all emergency physicians, The National Hospice and Palliative Care Organization searchable database 

at www.nhpco.org and the Hospice Foundation of America www.hospicefoundation.org are examples of 

available resources for Hospice collaboration.  

 

Palliative Care and the Chronically Ill Older Adult in the Emergency Department 

Older adults with chronic illnesses represent a complex, vulnerable population. Recent literature suggests 

identifying chronically ill, older adults who may benefit from palliative intervention.
56,76

 The typical 

response of emergency physicians to offer life-prolonging interventions may not be in alignment with 

goals of this particular aging cohort, and may not provide a satisfactory response to the presenting 

complaint.
56

 Research and clinical protocols
77,78 

noted above may be instrumental in providing palliative 

medicine in response to the presenting complaints of many chronically ill elderly patients presenting to 

the emergency department. 

 

OBSERVATION MEDICINE IN THE TRANSITIONS OF CARE 
 

The ED observation unit should develop a “care team.” 

 

The “care team” is led by the emergency physician along with nurses, pharmacists, social workers, 

dieticians, case managers and others. The care team collaborates/verifies information, coordinates 

care and communicates with others, in order to provide a smooth transition from the ED and OU to 

the inpatient service or to the patient’s medical home/outpatient health care providers. 

 

A standardized ED OU “transition” plan should be developed that has defined components in every 

transition plan. 

 

A transition plan is mandatory, whether or not the patient becomes an inpatient or is discharged from 

the ED OU. The essential parts of the care plan need to be identified. Key elements might include 

diagnosis, medicines (based on completed medicine reconciliation), current active problems, 

outpatient services, medical provider/medical home, warning signs if their condition worsens, and 

who to contact if a problem/concern arises. The ED OU already has standardized protocols and care 

pathways so this would be a logical extension and easy to adopt without significant expense.  

 

http://www.nhpco.org/
http://www.hospicefoundation.org/
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The ED OU should develop specific criteria to be included in every handoff that will be 

communicated to the next provider. 

 

Key components of handoff communication need to be defined and instituted into everyday practice 

with ongoing monitoring as part of the performance improvement program. 

 

The ED OU should institute an educational program regarding what is and should be done for a 

successful transition. 

 

The initiation of standardized training for ED OU personnel (MDs, RNs, midlevel providers, etc.) 

should be done with continuing education and monitoring to make improvements as necessary. 
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